Objective: Given the present emphasis on accountability and maintaining quality, the objective of this study was to develop, apply, and 
Self-help as an adjunct or an alternative for individuals with addictions (gambling, alcohol, etc.) , health conditions (colostomy, cancer, overweight, etc.), or problematic life circumstances (divorce, single parenthood, widowed, etc.) is now accepted as a valuable resource to health and social service systems (Borkman, 1990) . For those with serious mental illnesses, self-help is of much more recent origin.
Similar to self-help, in terms of its values, are consumer-run services (CRS). CRS encompass a variety of program types in which the services are provided by psychiatric consumers to their peers. They differ from selfhelp in that the CRS is a formal program with a governance structure and operates as a business to provide these services. In CRS, the paid staff and at least a majority of the governing board are themselves consumers. The programs are funded by state or local mental health authorities and are contracted to provide a specific set of services.
Many professionals and researchers have recognized the potential benefits of CRS, especially in light of the expanding consumerism and recovery movement among those with psychiatric disabilities, viz., ". . . this model of community-based services . . .is an important new direction in community care and one that may provide important opportunities for social work collaboration . . ." (Test, 1998, p. 429) . Consumer and nonconsumer authors have articulated the benefits of CRS, such as sharing similar life experiences and offering a different worldview to assist in making sense of experiences (Davidson, Chinman & Kloos, 1999) ; personal control (Salem, 1990) that counteracts typical feelings of powerlessness (Chamberlin & Rogers, 1990) ; offering choice (Connelly, Keels, Kleinback, Schnieder, & Cobb, 1993) ; promoting independence and competence, providing social support, and individualized services (Chamberlin, 1984) ; providing a unique and needed support that is more empathic, concrete, and relevant (Mowbray, 1997) ; offering role models and organizational involvement (through a flattened administrative hierarchy; Segal, Silverman, & Temkin, 1993) ; instilling hope (Kennedy, Humphreys, & Borkman, 1994) to facilitate recovery (Yanos, Primavera, & Knight, 2001) ; and working toward social justice and social change on behalf of individuals with serious mental illnesses (Chamberlin & Rogers, 1990; Segal et al., 1993) . Policy and programmatic initiatives at state and federal levels have supported consumer involvement in service planning and provision; some have even mandated incorporation of CRS in mental health systems through programmatic recommendations and requirements (Von Tosh & Delvecchio, 1998) .
A major problem with research on and expanded development and promotion of CRS is a lack of clarity concerning what the essential ingredients are, along with interchangeable use of terms like consumerism, consumerinvolved, consumer-run, and self-help. Segal et al. (1993) concluded that even the basic practices of consumer-run agencies are poorly documented and poorly understood. Mowbray, Moxley, Jasper, and Howell (1997) presented a framework for organizing consumer roles as providers of mental health services. The major dimensions of the framework are: Who has control of the services (consumers vs. nonconsumers), and what is the aim of the alternative service (mutual support vs. formal service provision)? Within this two by two matrix, CRS reflect an aim of formal service provision controlled by the consumers themselves; in contrast, self-help groups (like the Bipolar and Depression Support Alliance, Schizophrenics Anonymous, or GROW) are consumer-controlled but aim to provide mutual support-not formal services. CRS and self-help organizations also have differing organizational structures-the former usually is a free-standing legal entity with its own Board, formal resources, and specifically defined service provision.
As might be expected, given the lack of definitional clarity for CRS, there is considerable heterogeneity among programs identified as consumer-run. For example, in a statewide survey of Michigan's consumer-run programs (specifically, the drop-in center model), Mowbray, Robinson, and Holter (2002) found that the number of paid staff positions per center ranged from zero to eight, with a median of three; and that the annual budgets varied widely, from a low of $2,080 to a high of $257,000 (median $54,000). Variation in services provided has also been documented. Chamberlin, Rogers, and Ellison (1995) reported common activities at six consumer-run drop-in (CRDI) centers studied, which included assistance with legal problems and with housing; but in the Michigan study (Mowbray et al., 2002) , legal assistance was not mentioned and housing assistance was offered in only 12% of the centers. However, similar to the Chamberlin et al. (1995) survey, Michigan's CRDI centers did focus on social or recreational activities, transportation, help in finding jobs, and provision of basic needs (for food and clothing; Mowbray et al., 2002) .
The heterogeneity of consumer-run programs undoubtedly reflects their grassroots origins and the barriers they often face in start-up, such as lack of funding and support from traditional mental health providers. Other prominent service models-including assertive community treatment, supported employment, and clubhousehave had the advantage of being based on a research demonstration project or a specific set of standards from which the elements and operation of the model could be described and measured, serving as a check for further replications and for assessing quality across different contexts and with different target populations. CRS do not have any specifically identified prototype that has been operated. The service model has been primarily articulated in the writings of consumer leaders and advocates. There are no program manuals to provide guidance to those wanting to replicate a CRS model nor to those desiring to carry out research on CRS who need to be assured that the program they are assessing conforms to a CRS model. Such heterogeneity of operations is problematic for multiple reasons. Evaluation research has established that interventions that adhere to prescribed standards usually produce better outcomes (McHugo, Drake, Teague, & Xie, 1999) . Furthermore, without specified standards and criteria, replications of program models are difficult; they may drift and lose their fidelity to intended values and principles, often reverting to traditional program operations . The inability to measure model adherence is also a serious disadvantage in conducting outcome studies, as well as in interpreting their results, as lack of success may reflect failure of the model or failure to implement the model as intended (Orwin, 2000) .
To address the often observed heterogeneity of programs that are supposed to be following a given model, fidelity criteria have been established for some program types. Fidelity has been defined as "the adherence of actual treatment delivery to the protocol originally developed" (Orwin, 2000, p. S310) . According to Bond, Evans, Salyers, Williams, and Kim, (2000) , "fidelity refers to the degree to which a particular program follows a program model . . .a well-defined set of interventions and procedures to help individuals achieve some desired goal" (p. 75). For administrative purposes, fidelity criteria can be used as a guide to implementing a program following a specific model (Bond, Becker, Drake, & Vogler, 1997) , or to monitoring programs to help assure quality (see Bond, Williams, et al., 2000, for examples) . Having fidelity criteria can also promote external validity by providing adequate documentation and guidelines for replication projects adopting a given model. In treatment effectiveness research, fidelity criteria are used as a manipulation check to ensure internal validity (Hohmann & Shear, 2002) . Several authors Brekke & Test, 1992) have noted that fidelity criteria may be especially needed in the mental health field as programs often lack model specification and model adherence and rely extensively on clinical knowledge and skill.
Recent research has shown the usefulness of quantifiable measures of fidelity criteria. Fidelity measures have been able to differentiate programs following a specific treatment model versus standard approaches for two areas: assertive community treatment (vs. standard case management; Teague, Bond, & Drake, 1998) and the individual placement and support model of supported employment (vs. traditional vocational rehabilitation programs; Bond et al., 1997) . Furthermore, clients in high-fidelity versus low-fidelity versions of model programs have been found to achieve significantly more positive outcomes (Blakely et al., 1987; McHugo et al., 1999; McGrew, Bond, Dietzen, & Salyers, 1994) and programs that pass versus fail a measure of program fidelity were judged to have superior performance (Macias, Propst, Rodican, & Boyd, 2001) .
The purpose of this article is to describe our process of developing a fidelity rating scale, applying it, and measuring interrater reliability for CRS, specifically CRDI centers, which are perhaps the most common model of CRS. These CRDI centers are intended to serve critical social support and socializing functions, providing organized and informal recreational and social activities where participants and staff (all consumers) can assist each other in solving their daily living problems. CRDI centers should provide a safe, supportive, and normalizing environment in the community for individuals labeled mentally ill-especially those who are isolated and not regular participants in traditional mental health programs. These centers offer an atmosphere of acceptance where individuals can feel needed and grow in self-worth, dignity, and self-respect, and where they can learn from each other about resources and services available and how to access them.
In this article, we first provide some background on how the fidelity criteria were identified. We then describe our process of developing a fidelity rating scale for CRS and applying it in a statewide sample of CRDI centers. We also present results from a second study, measuring interrater reliability of the scale in a separate sample of CRDI centers. Finally, we discuss the potential use of this instrument for research and quality control.
BACKGROUND
In recognition of the well-accepted admonition, "nothing about us without us," this study was conducted in collaboration with the Justice in Mental Health Organization (JIMHO), a statewide consumer organization that provides technical assistance, training, and support to consumer-run service programs. JIMHO was a partner in developing the study design and applying for federal funding from the National Institute of Mental Health. JIMHO recognized that future funding for consumeroperated services might well be contingent on establishing the effectiveness of the CRS model. They supported the need for fidelity criteria and, ultimately, for outcome studies. JIMHO's involvement was supported with grant funds, through a contract with the University.
The development of the fidelity scale on CRDI centers followed approaches recommended in the literature. We specified the dimensions of this consumer-run service model as well as those reflecting the structure and activities of the program and the behavior of the staff (as opposed to opinions, attitudes, or outcomes; . We attempted to make scale items objective (McGrew et al., 1994) , and we included key process variables, such as client choice (Paulson, Post, & Herinckx, 2002) . We also used a multimodal approach to collecting data to assess fidelity . The steps underlying our approach are further described below.
The first step in developing the fidelity rating scale was identifying the criteria for CRS through an extensive literature review of published and unpublished writings of consumers. Criteria identified were grouped into domains for conceptual clarity, following Donabedian's (1980) classic framework of structure and process variables. Structure refers to "the relatively stable characteristics of the providers of care, of the tools and resources they have at their disposal, and of the physical and organizational settings in which they work" (Donabedian, 1980, p. 81) . Examples of structure criteria include: being consumer-operated, voluntary attendance and participation, consumer determination of policies and operations, availability (stable location and predictable hours), accessibility, and providing services to meet consumer needs.
Process is the second major dimension described by Donabedian and refers to methods of delivering services. Because the process domain encompasses numerous values and identified activities of CRS, we used concepts developed by Maton and Salem (1995) on the characteristics of empowering community settings for further categorization. The Maton and Salem (1995) approach was chosen because writings of consumers frequently specify empowerment as an intended outcome of participation in CRS. Thus, the process domain was subdivided into:
1. Belief systems-group empowerment, recovery orientation, and personal growth and development. 2. Opportunity role structure-consumers' active participation in operating the center, regular attendance, choices and decision-making opportunities available, opportunities to practice and improve skills (e.g., in communication, interpersonal relationships, or work-relevant areas), and nonhierarchical structure between staff and consumers. 3. Social support-development of social networks, socializing opportunities, feeling a sense of community, self-help, reciprocity, seeing other consumers as positive role models, etc.
Our preliminary fidelity criteria were reviewed by a group of national experts on consumerism (n = 67), identified through an extensive search of consumer newsletters (e.g., The Key), professional journal articles, book chapters, and conference presentations. Experts were primarily consumers or advocates but also included service providers and researchers; the experts were from 21 states, representing all regions of the country. In Wave I, experts were mailed a survey that asked them to indicate whether each criterion was critical to a CRDI center. Responses were received from 47% of those surveyed (n = 29). The experts indicated that all the criteria were critical; one item was reworded for clarification. In Wave II, using the results of Wave I, a Web-based survey was developed in which respondents were forced to rank order the criteria from most to least essential. Respondents rated highest those structural and process components emphasizing the value of consumerism: consumer control, consumer choices and opportunities for decisionmaking, voluntary participation, and respect for members by staff (Holter, Mowbray, Bellamy, MacFarlane, & Dukarski, 2004) .
The present article reports on two studies: (a) our development of an instrument to rate fidelity to the criteria, in which we describe the process of producing the instrument and the resulting ratings, based on 2-day site visits to a statewide sample of CRDI centers; and (b) the results of an interrater reliability study, involving new raters, new training for the raters, and data collection at four additional CRDI centers. Both studies were approved by the University of Michigan Institutional Review Board as well as by Human Subjects Committees at all Community Mental Health agencies that had such review requirements.
STUDY 1: DEVELOPMENT OF THE FIDELITY RATING INSTRUMENT Methods
Sample and procedures. The purposive sample was composed of 31 CRDI centers across Michigan-18 (58%) urban areas and 13 (42%) rural. Sample selection criteria required the CRDI be in operation at least 2 years; the longest length of time in operation was 23 years, and the mean was 10 years. Number of staff ranged from 1 to 14, with a mean of 3.84 and a median of 3. Number of members attending on a typical day ranged from 5 to 103, with a mean of 30; 65% of consumers at the CRDI centers visited were male, and ages ranged from 18 to 81, with a mean age of 44 years.
The 3-person field research team consisted of the field research director-clinically trained, with several years' experience conducting interviews with adults with psychiatric disabilities-and two research assistants who had prior work experience and training involving people who have mental and emotional problems. The 31 twoday site visits were conducted between June 2001 and August 2002. Centers had agreed to participate in the data collection and site visit dates were arranged by JIMHO, the collaborating consumer organization. The team arrived at each site at a prearranged time and introduced themselves to the director, who had spoken with a team member by phone prior to the visit. Soon after arrival, the field research director gave a short, informal, friendly introduction to the group of consumers at the CRDI to provide an overview of the purpose of the visit and to put consumers at ease with our presence as well as with the procedures of the data collection. At each CRDI center, all consumers present at any time during the 2-day site visit were asked to complete a questionnaire-either selfadministered or as an interview with one of the research assistants-and were paid $5 for their participation. Centers each received $100 compensation.
The field research director interviewed the center director at each site and asked all available CRDI staff to complete questionnaires. During the remainder of the site visit, the field team spent time making qualitative observations from conversations directly with consumers, observing interactions between staff and consumers and of consumers with each other, and observing the physical environment of the interior and exterior of the center, including the layout and condition of the space, postings, furnishings, equipment, and amenities (e.g., washer and dryer, food, showers, etc.). The Instrument for Site Observations (ISO) was devised for the site visits to guide the observations and other qualitative data collected during each site visit.
Following all site visits and data collection, the field research team developed the fidelity measure-the Fidelity Rating Instrument for Consumer-Run Drop-In Centers (FRI-CRDI). The FRI-CRDI is based on the criteria previously endorsed by consumerism experts. Following the approaches of Teague et al. (1998) and as recommended by , we used a benchmark process to operationalize each criteria. To do this, the instrument specified indicators-aspects of the structure or process of operations at the CRDI that were most relevant for a particular criterion. The indicators were intended to function as a guide to the raters as to what staff observations or other sources of data should be reviewed to produce a rating on the particular criterion of the FRI-CRDI. For example, these are the indicators for the criterion "Facilitating Referrals":
Are staff knowledgeable about necessary services available to consumers and do they seek to link consumers with these (e.g., affordable housing, transportation, job placement and training, education, food pantries and soup kitchens, clothing distribution sites, Medicaid and Medicare, social security benefits, self-help and support groups, shelters, low income resources, social recreational opportunities, etc.)? Do we hear any talk about the center linking consumers with services? Does it seem that the center has relationships with other helpful agencies and services? Are there updated and accessible pamphlets, postings (including specific, local contact information)? Do representatives from local service programs come to the center? More important than posted information is evidence that staff are knowledgeable, helpful, accessible, and proactive regarding linking consumers with services they need in the community. Does it seem that consumers can become more knowledgeable about available services by hearing the talk at the center about services that are available in the community?
A rating scale was developed for each criterion, using either three (1, 3, 5) or five points (1, 2, 3, 4, 5) reflecting an operation of the combined indicators. The rating scale for each criterion item was intended to be specific, objective, and mutually exclusive and still broad enough to encompass the significant heterogeneity encountered during the site visits. See Table 1 for a list of the fidelity criteria and some of the scale point anchors. It should be noted that standardized scores and other statistics (e.g., correlations, t tests) computed from the data are not affected by the rating scale having three versus five points. The FRI-CRDI was then used by the field research team, as a group, to rate several of the programs, using recordings from the ISO. Following refinement of the rating process, team members rated several other programs individually and then compared ratings. Because individual raters had differing experiences with the programs, it was decided that the ratings of the 31 programs on each criteria should be by consensus, with refinement of the FRI-CRDI along the way. This was an iterative process, whereby deficiencies in the rating instrument were discovered as more centers were rated; the rating instrument was then refined, and raters went back to rerate programs according to the refined instrument. Table 2 presents the finalized ratings on each FRI item, across the 31 CRDI centers. The five criteria with the highest scores were (a) voluntariness, (b) consumer choice and decision-making, (c) sense of community, (d) general respect, and (e) social support. The greatest number of average high scores was in the social support domain; there were no highly rated criteria, on average, in the process and belief systems domain. By contrast, the lowest rated items, on average, were instrumental activities and services (housing, transportation, education, and job assistance), practice and improve social and workrelated skills, social-recreational activities and services, consumer involvement, and group empowerment. None of these low-rated criteria were in the social support domain; two were in the belief systems domain. To test the reliability of the FRI, we conducted site visits at four drop-in centers that were not included in the original sample of 31. We chose programs that reported at least an average of 10 people per day, had been open at least 1 year, and were within 4 hours drive of the Ann Arbor office. The field research director trained two research assistants who were not involved in the original 31 site visits or in constructing the FRI; however, they were familiar with the guiding philosophy behind consumer-centered programs, and they had visited one or two CDIs or similar programs.
Results
The training included appropriate behavior during site visits (including taking observational notes unobtrusively) and using the FRI-CRDI (explanation of the meaning and purpose of each criteria item, possible indicators, and the basis for ratings). Research assistants were told to pay particular attention to physical surroundings, cleanliness, resources available, posted rules and signs, how consumers come and go, conversations between consumers and staff, responses when someone breaks a rule, and staff and consumer interactions. To reinforce the training, the team conducted an all-day, practice site visit at a nearby drop-in center. Each team member rated the program using the FRI-CRDI and afterwards debriefed by discussing their individual rating of each criteria item in detail to clarify and explicate the indicators and ratings.
Following the training, we developed written materials to structure note-taking on relevant observations during the four reliability-testing site visits. The semistructured observation form had a page for each of the FRI criteria containing the criterion and a listing of all the relevant indicators for that criterion (to keep observers aware of what to look for). Observers made notes on this form. The site visit materials also contained an interview to be conducted with the CRDI director to gain information that usually is not observable and of which many consumers at the drop-in may not be aware; for example, whether the center maintains contact with other local community agencies, or how often the center's hours and location have changed. Finally, site visit materials also contained a few additional items for observers to note that could be helpful after the site visit, such as, a count of consumers in attendance by race and gender and observers' estimation of the percentage of consumers whose overt symptoms are frequent or affecting. Later, after the visit, each member of the research team separately used the observation instrument notes and the CRDI director interview to produce independent ratings of the site on each FRI criteria. This activity took approximately 1 hour. The raters then came together to examine their ratings and to discuss areas of disagreement (meetings lasted 1 to 2 hours). The instrument was refined after each site visit to become clearer and more usable, often by adding additional indicators to be observed. Here are some examples of changes made in some of the criteria:
• Interior physical environment: added that furniture should be comfortable and bathrooms clean and contain necessary hygiene supplies.
• Facilitating referrals: expanded the indicators and rating from 3 points to 5, to prioritize the center having knowledgeable staff seeking to link consumers with services rather than focused on having flyers posted and information available on request.
• Self-help and reciprocity: clarified the focus to be about sharing life experiences in engaged supportive conversations, information sharing, helping one another to gain skills, encouraging one another toward independence in housing, employment, and education.
The training regimen was also improved as deemed necessary. For example, after the first site visit, an additional 1-hour training session was held regarding ways to engage consumers in conversations that are not intrusive but rather helpful to gathering information necessary to rate the program on the fidelity criteria-ways to act friendly and interested and maintain professional boundaries and ways to broach conversation with consumers about their experiences at the center.
The mean fidelity ratings for the four sites in the replication study are presented in Table 3 . As is evident, some of the criteria were rated uniformly high across this group of CRDI centers: accessibility and external safety, acceptability and respect (social environment), and voluntariness. Only the latter item was highly rated in the larger sample. It appears that the high ratings on the other two items reflect the fact that the sample for the reliability study was small and was disproportionately from nonurban areas (that is, all the centers located in urban areas had participated in the original study).
Interrater agreement. To analyze interrater agreement on each of the fidelity criteria, we used the methods of generalizability theory (Cronbach, Gleser, Nanda, & Rajarathnam, 1972) . These methods examine the relative variance attributable to the object of measurement (e.g., program), to raters or other features of the measurement context, and to the interaction of programs and raters. For variance component estimates, we used the minimum norm quadratic unbiased estimator, a method that makes no distributional assumptions about the data and is appropriate for small samples (Wu, Gumpertz, & Boss, 2001) . Although the small sample precluded use of statistical tests, it was possible to estimate for each criterion the proportion of variance attributable to programs, raters, and the rater × program interaction and to calculate generalizability coefficients from these estimates. Table 4 contains the results of the analysis of generalizability across raters. The generalizability coefficients express the proportion of total variance that can be attributed to systematic differences among programs. These coefficients are analogous to reliability coefficients, with the value 1 indicating perfect interrater agreement and 0 indicating complete lack of agreement. Most of the fidelity criteria showed excellent interrater agreement, with generalizability coefficients of .85 or more.
For five criteria, generalizability coefficients could not be computed because the ratings showed no variability across programs on these dimensions; although agreement among raters was nearly perfect, the sampled sites appeared to be so similar on these criteria that they provided insufficient opportunity to assess raters' ability to make distinctions on these programmatic elements. Generalizability coefficients fell below .60 for only three criteria, suggesting that improvement may be needed on conceptualization or specification of criteria for (a) facilitating referrals; (b) housing, transportation, education, and job assistance; and (c) social-recreational activities. Overall, interrater agreement was very good in this small sample, with 18 of the 21 fidelity criteria showing excellent agreement and only three suggesting the need for additional work.
DISCUSSION AND APPLICATIONS TO SOCIAL WORK RESEARCH AND PRACTICE
This report presents a method for operationalizing fidelity criteria into a rating scale, obtaining ratings across diverse programs, and assessing their interrater reliability. Operationalizing the fidelity criteria for CRDI centers was challenging in that these centers developed in communities through grassroots efforts, did not start from a research and demonstration program model, and had no pre-established standards to guide their implementation or operations. The results reported in this article indicate that fidelity criteria for CRDI centers can be operationalized and measured. An examination of the ratings indicated that the 31 centers had great heterogeneity on most of the criteria: All but two of the criteria had ratings across the full range from 1 to 5. Assuming that there is a model for CRDI centers and that following the model reflects the principles of consumerism, this heterogeneity suggests that fidelity criteria and their measurement are needed to ensure quality consumer-run services (CRS).
It is interesting to compare the highly rated criteria in this study to consumer experts' rankings of the importance of the same criteria (Holter et al., 2004) . The results show a high level of congruence. Four of the five criteria given the highest ratings by consumerism experts also received the highest ratings for the CRDI centers in our study (voluntariness, acceptability and respect, consumer choice and decision-making, and sense of community) . Two criteria rated highly by consumerism experts were not among those receiving the top scores in this study: (a) recovery orientation, personal growth and development; and (b) consumer choice and decisionmaking. Perhaps some of the CRDI centers we rated had consumer members who were highly disabled and less able to make choices on their own behalf, resulting in the lower rating on the latter criteria. Or, perhaps low scores at some centers reflect a hierarchical, rule-dominated environment-just because the staff is made up entirely of consumers does not mean that power differentials will not necessarily develop. The lower score for recovery orientation may reflect the fact that this concept is of rather recent origin and has not yet filtered down to grassroots levels in terms of practices. Or it could be that the CRDI centers studied are weaker than they should be in adopting a recovery and autonomy vision for all members; perhaps, in this sample, for many centers, power and authority resided in a small group, which did not adequately encourage these outcomes across all the membership.
Concerning the interrater reliabilities of the criteria, it was gratifying to find that most of the items had very high generalizability coefficients and that all of the criteria rated as most important by the consumerism experts had coefficients of .89 and above (with the exception of one criteria that failed to have enough variation across the programs studied to enable us to calculate the coefficient). In contrast, none of the three criteria with low generalizability coefficients were rated as important by the consumerism experts (facilitating referrals; housing, transportation, education & job assistance; and socialrecreational activities) .
Fidelity criteria, such as those presented in this article, are extremely useful for research, evaluation, and quality improvement purposes. Vis-à-vis research, federal funding typically requires that those applying for research funds to determine the efficacy or effectiveness of an innovative program be able to specify its critical ingredients and examine the extent to which fidelity is maintained over time and across sites. The tools to do this involve fidelity rating scales that are valid and reliable, along with program manuals. Thus, having these tools can increase the speed and likelihood of funding for efficacy and effectiveness studies. Such efforts to establish positive outcomes are desperately needed to make CRS a viable model. described uses of fidelity criteria in multisite research and evaluation studies. That is, across programs, ratings on each fidelity criteria can be related to client outcomes. Fidelity criteria that have significant relationships with client outcomes would be high priority for inclusion in model replications, whereas those unrelated to client outcomes could be seen as Mowbray et al. / FIDELITY RATING INSTRUMENT 287 optional. This approach could thus increase the efficiency of programs by eliminating unnecessary elements and improving training of new or replacement staff as to what is really important. In evaluation and quality improvement studies, measurement of fidelity on rating scales could be a main focus, seeking to relate fidelity to inputs (such as client characteristics, staffing qualifications, funding levels, etc.). Such analyses could help determine necessary resources to run an adequate program as well as the extent to which variations in client characteristics (such as gender and race and ethnicity differences) affect fidelity and may therefore require program adaptations. Fidelity ratings for specific programs or program types could also be examined over time to determine trends and whether changes in program inputs or program activities affected fidelity to the model. Several fidelity researchers McGrew et al., 1994; Teague et al., 1998) have written about the need to continually assess fidelity to help avoid program drift (unplanned and unsystematic variations away from criteria) in which the less traditional or more difficult to carry out program ingredients are abandoned over time and programs revert to traditional operations. Having quantified measures of fidelity can allow administrators to intervene when program drift is first noticed rather than later when client outcomes are affected.
Our methods appear to be successful in producing reliable fidelity criteria for CRDI centers. Nevertheless, there are limitations to the study that must be acknowledged. Although the data collection was extensive (31 programs and nearly 1000 consumers), it was limited to one state. It could be that in some locations, the activities that reflect the criteria are more difficult to observe, and therefore the fidelity rating scale may be more difficult to apply. Furthermore, although the process outlined appeared to be successful, it was also highly resource-intensive. In the future, when operationalizing the measurement of fidelity criteria for existing program models (vs. those initiated as research and demonstration projects), it will be important to develop a method that is less costly. For example, once the criteria or critical ingredients have been identified, perhaps the benchmarking could be done by experts through structured group decision-making 288 RESEARCH ON SOCIAL WORK PRACTICE (Wu, Gumpertz, & Boss, 2001 techniques or with a smaller but highly representative sample of programs.
Other limitations of the approach presented to operationalize and measure fidelity involve the data collection activities of the field staff. The instrument used to document observations, the ISO, could have been improved by being ordered differently and being more structured. That is, the ISO was not organized by criteria and some information that could have later proven useful in rating the programs was not documented on the ISO, although often one or more of the researchers remembered details relevant to the FRI-CRDI indicators and ratings. For example, evidence of efforts that centers made to reach out to the community to recruit new members had not been documented on the ISO. Finally, although we believe the fidelity rating instrument we developed is applicable to many types of CRS, that conclusion needs to be tested.
Having fidelity criteria and methods to rate fidelity to the criteria is increasingly important to social work researchers seeking funding for outcome and effectiveness studies and to social work evaluators and administrators seeking to maintain quality across programs and over time. For those involved with using or developing CRS in mental health, the measure described in this article offers promise as a tool to assess and monitor fidelity to criteria that are integral to CRS. The authors encourage other researchers to use the FRI-CRDI and to collaborate in further expanding the evidence of its reliability and use. (Copies of the full FRI-CRDI measure along with support materials for conducting ratings are available from the lead author.) For those social work researchers involved in program evaluation and program development needing to develop fidelity criteria for new or existing programs, the authors offer the methods described in this article as a template for similar activities in other programmatic areas.
